Irish ex-prisoner reflections on their psychological wellbeing whilst in prison in England and Wales by Gavin, P
  
Gavin, P. (2020) 'Irish ex-prisoner reflections on their 
psychological wellbeing whilst in prison in England and 
Wales’, Advancing Corrections Journal, 9 (1), pp. 101-118. 
Official URL:  https://icpa.org/advancing-corrections-journal-edition-9/  
 
 
 
 
ResearchSPAce 
http://researchspace.bathspa.ac.uk/ 
 
This pre-published version is made available in accordance with publisher 
policies.  
Please cite only the published version using the reference above. 
 
Your access and use of this document is based on your acceptance of the 
ResearchSPAce Metadata and Data Policies, as well as applicable law:-
https://researchspace.bathspa.ac.uk/policies.html  
Unless you accept the terms of these Policies in full, you do not have 
permission to download this document. 
This cover sheet may not be removed from the document. 
Please scroll down to view the document. 
Page 1 of 26 
 
Title: Irish ex-prisoner reflections on their psychological wellbeing whilst in prison in 
England and Wales. 
Author: Dr. Paul Gavin 
Designation: Senior Lecturer in Criminology 
Affiliation: School of Sciences, Bath Spa University, Bath, United Kingdom, BA29BN. 
Email: p.gavin@bathspa.ac.uk 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Page 2 of 26 
 
Abstract 
Over the past 25 years the prison population of England and Wales has doubled and this has 
resulted in a significant proportion of the prisoner population suffering from mental ill-health. 
This paper considers the position of an under-researched group within the prison population 
in England and Wales, that of the Irish prisoner population. 37 semi-structured interviews were 
undertaken with recently released (within 2 years) Irish prisoners in England and Wales who 
were asked to reflect on their experiences of incarceration.  It considers how themes of 
depression, paranoia and fear, and loneliness and isolation, all of which were identified as 
major factors within their experience of imprisonment in England and Wales, relate to the 
overall experience of incarceration. 
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Introduction 
The term crisis is synonymous with the prison system in England and Wales, and has been 
common currency in both media and academic accounts of the prison system for decades 
(Loader, 2013; King and MacDermott, 1989; Bottoms and Preston, 1980; Sparks, 1971). Such 
crises have included the high prison population, overcrowding, bad conditions, understaffing 
and staff unrest, poor security, and the ‘toxic mix’ of long-term and life sentence prisoners and 
those experiencing mental ill-health (Cavadino et al, 2013). Prisons throughout England and 
Wales are overpopulated with people experiencing mental ill-health (National Audit Office, 
2017a; Her Majesty’s Inspectorate for Prisons, 2007; Fraser et al, 2009), and in the vast 
majority of cases, prison is not the appropriate setting in which to receive treatment 
(Department of Health, 2001; Salize et al, 2007).  Those who go through the criminal justice 
system are more likely to suffer from depression, personality disorder and substance abuse 
problems, and pose a much higher risk of self-harm and suicide than the general population 
(Liebling, 1993, 1995; Singleton et al, 1998; Singleton et al, 2001; Fazel and Danseh, 2002). 
This paper uses the mental health crisis in English and Welsh prisons as a contextual backdrop 
in providing a reflective account from a small sample of Irish ex-prisoners on their experiences 
of depression, paranoia, fear, loneliness and isolation, while in prison. The findings in this 
paper are taken from the author's doctoral research which examined the lived experiences of 
Irish prisoners in England and Wales in the context of their mental health, and was the first 
ever study to specifically examine the mental health of this population of prisoners. 
Irish prisoners are perhaps the oldest minority group likely to be found in the prison system in 
England and Wales (Borland et al, 1995) and they are now the third most represented foreign 
nationality in the prison system after Romanians and Poles (Allen and Watson, 2017; Ministry 
of Justice, 2019). On 31 December 2019 the prison population in England and Wales stood at 
82,868. Of this figure there were 721 prisoners whose nationality was recorded as Irish 
(Ministry of Justice, 2019).  Irish prisoners represent approximately 0.9% of the total prison 
population and 7.8% of the foreign national prisoner population, however this is likely to be an 
underestimate. There are also at least 1,500 Irish Travelers in prison in England and Wales. 
Irish Travelers are a community of people who have been a part of both Irish and British society 
for centuries and in the UK they are recognized as being a distinct ethnic group under the Race 
Relations Act 1976 (as amended in 2000), the Human Rights Act 1998 and the Equality Act 
2010. Irish Travelers  suffer  from   social   exclusion,   racism   and  discrimination  based  on  
their  ethnicity, and Traveler life is associated with   many risk factors, including substance  
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abuse,  mental  ill-health,  unemployment,  racism and  a lack of education. All of these factors 
relate closely to the additional risk of an individual being involved, at some level, with the 
criminal justice system, “and it can be argued they contribute to the over-representation of 
Travelers in the criminal justice system, both in Ireland and in England and Wales” (Gavin, 
2019, 138). The Irish population in Britain have, historically, been rendered as an invisible 
group in the context of being an ethnic minority, and have all too often been “neglected in 
consideration of race and cultural diversity” (Parekh, 2000, 31). Irish prisoners in Britain have 
also been ignored in the context of studies of ethnic minorities and the criminal justice system 
(Cheney, 1993; Hickman and Walter, 1997) and have been described as the invisible minority 
(Murphy, 1994). The aim of this paper is, therefore, to shine a light on some of the experiences 
of this invisible group in the prison system.  
Mental health in prison in England and Wales 
The over-representation of mental health problems amongst prisoner populations is well 
established internationally. Studies from Australia (Australian Institute of Health and 
Welfare, 2015), New Zealand (Brinded et al, 2001), the United States (Corrado et al, 2000; 
Schnitker et al, 2001; Steadman et al, 2009) and Canada (Simpson et al, 2013) have all 
confirmed this. European countries are facing an increase in the population of prisoners with 
mental health problems (Blaauw et al, 2000; Human Rights Watch, 2015; Lehmann, 2012; 
Salize et al, 2007). It is estimated that there are approximately two million prisoners in 
Europe and at least 25% of them suffer from a significant mental disorder (Fraser et al, 2009). 
Salize et al (2007) found there to be shortages in the area of prison mental healthcare 
throughout European countries. In England and Wales they found there to be insufficient and 
inadequate psychiatric services to diagnose illness, long referral delays due to shortage of 
psychiatric beds in the National Health Service (NHS), an absence of treatment for minor 
mental disorders, and a wholly inadequate aftercare system.  Fazel and Danesh’s (2002) 
examination of serious mental disorder from a sample of 23,000 prisoners from 12 countries 
(Australia, Canada, Denmark, Finland, Ireland, the Netherlands, New Zealand, Norway, 
Spain, Sweden, the United Kingdom and the United States) found that 4% of male and 
female prisoners had psychotic illnesses, 10% of male and 12% of female prisoners had 
major depression, and 65% of male and 42% of female prisoners had a personality disorder.  
The composition of prisons in England and Wales does not reflect a cross section of society, 
and the most consistent factor of the typical prisoner is “unambiguously one of relatively severe 
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personal and social disadvantage” (Kirwan, 2013, 41). These disadvantages can be linked to 
the following factors that impact on the likelihood of both offending and reoffending: 
education, employment, drug and alcohol abuse, mental and physical health, attitudes and self-
control, institutionalization and life skills, housing, financial support and debt and family 
networks (Social Exclusion Unit, 2002). When compared with the general population, it is 
apparent that the vast majority of prisoners have experienced a lifetime of social exclusion, and 
are over-represented in terms of negative experience of these nine factors. For example, levels 
of drug and alcohol abuse are significantly higher for the prison population and there are far 
higher levels of mental ill-health in the prison population than in the general population. 72% 
of male and 70% of female sentenced prisoners suffer from two or more mental disorders, 
compared with only 5% of males and 2% of females in the general population (Social Exclusion 
Unit, 2002).  
The impact of imprisonment on mental health is not positive and prisoners are particularly 
vulnerable to developing mental health problems (Birmingham, 2001, 2003; Durcan, 2008; 
Bradley, 2009). This is significant since people with pre-existing mental health problems are 
more vulnerable to custody, as diversion initiatives are not always successful (Birmingham, 
2001). There are many factors in prison which can contribute to mental ill-health, including 
overcrowding, violence, solitude, lack of privacy, lack of activity, isolation, insecurity, 
inadequate health service provision and the availability of drugs (Fraser et al, 2009). Durcan 
(2008) also referred to these, but also identified other factors including bullying by other 
inmates, concerns about family, having little meaningful activity, substance misuse; 
incompatibility with cell mates; poor diet; limited access to physical activity; unresolved past 
life traumas, and difficulty in accessing, healthcare and counselling services. There are also 
specific concerns and management needs associated with prisoners who are subject to 
Indeterminate Sentences for Public Protection (IPP). Examination of the mental health of 
prisoners who were subject to such sentences found that out of 2,204 prisoners assessed, 18% 
had received psychiatric treatment in the past, compared with 9% of the general prison 
population, and 21% were receiving medication for mental health problems. Furthermore, 66% 
required a clinical assessment for personality disorder, compared with 34% of the general 
population. Prisoners interviewed spoke of occasions when they heard voices, as well as 
experiencing mental health conditions such as bi-polar disorder and schizophrenia. (Sainsbury 
Centre for Mental Health, 2008) and research has found that prisoners in England and Wales 
are over-represented when compared with the general population in terms of suffering from 
Page 6 of 26 
 
schizophrenia, psychosis, delusional disorder, personality disorder, drug dependency and 
alcohol dependency (Singleton et al.,1998; Singleton et al., 2001). Furthermore, in England 
and Wales it is estimated that up to 30% of all prisoners have engaged in deliberate acts of self-
harm at some point during their incarceration (Brooker et al, 2002; Borrill et al, 2003), and 
many do so for the first time in prison. During the period September 2017 - September 2018 
there were 52,814 incidents of self-harm, a 23% increase from the previous year, and a new 
record high. During the period December 2017- December 2018 there were 92 deaths by 
suicide, up from 70 in the previous 12 month period (Ministry of Justice, 2019). Death by 
suicide often reflects “a crisis of desperation” (Rickford and Edgar, 2005, 73), and in 2016 the 
Prisons and Probation Ombudsman noted that suicide in prison is typically the result of a 
“culmination of personal crises in individual lives” (House of Commons Justice Committee, 
2016, 19).  Suicide is “the most tragic consequence of mental illness” (Gunnell et al 2011, 343) 
and it can be argued that this crisis is present beyond the individual, but is also present in the 
prison as an institution and throughout society as a whole. 
Since 2003 the provision of healthcare in British prisons has rested with the NHS. Healthcare 
professionals in prison are now employed by the NHS and are commissioned by the local 
Primary Care Trust (Durcan, 2008). The NHS has been in sole charge of commissioning and 
delivering mental health services in prisons since 2013 (NHS Commissioning Board, 2013) 
and it aims to deliver healthcare in prisons based on the principle of Equivalence of Care, as 
per the recommendation made by Her Majesty’ Inspectorate of Prisons (1996), whereby 
prisoners are to receive the same standard of healthcare as those in the community.  This 
principle is a well-documented right and is recognized by both the United Nations Mandela 
Rules (2015) (Rule 24) and the Council of Europe (2006). While a period in prison “should 
present an opportunity to detect, diagnose and treat mental illness, in a population often hard 
to engage with NHS services” (Reed and Lynne, 2000, 1031), the reality is quite different. 
For example, large numbers of prisoners are entering prisons with pre-existing mental health 
conditions, and these are not being identified upon arrival at prison reception (Brooker and 
Ullman, 2008; Offender Health Research Network, 2008; Birmingham, 2003). This was 
recently highlighted in evidence submitted to the Public Accounts Committee, where it was 
stated that 75% of the prisoners with mental health problems are not being detected through 
prison reception screening (Public Accounts Committee, 2017). This results in many 
prisoners serving their sentence while experiencing mental ill-health and not receiving the 
level of treatment that they need.  
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Many mental health issues often go undetected and untreated in prison (Offender Health 
Research Network, 2009) and it is well documented that the prevalence of psychiatric 
morbidity in the prison population is much higher than in the general population (Singleton et 
al, 1998; Fazel and Danesh, 2002; Grubin, 2010). Furthermore, some prisoners may have 
mental health problems which require them to be transferred to a secure hospital away from 
the prison. The Department of Health recommends that this process should take no longer 
than two weeks: prisoners should receive their first assessment within two days of a mental 
health problem being identified, their second assessment within nine days, and the Secretary 
of State should be able to sign the warrant for their transfer within 14 days. The reality is 
somewhat different. The National Audit Office (2017a) reported that of all prisoners 
transferred in 2016-17, only 34% were transferred within the 14-day period, and 7% had to 
wait for more than 140 days. It found that in 2016 “prisoners had waited an average of 47 
days for their first assessment, a further 36 days for their second assessment and a further 13 
days for the Secretary of State to sign the warrant for them to move to a secure hospital” (46). 
One of the reasons why such delays occur was touched upon by the National Audit Office 
(2017a) report, which stated that there were “examples of patients receiving multiple 
assessments from different hospitals without being able to secure a bed” (46) which suggests 
a lack of coordination between prison health services and the NHS provider as well as a lack 
of capacity for mental health patients in the overall health service. The National Audit Office 
(2017a) has been highly critical of the provision of mental healthcare in the prison estate. It 
found there to be a lack of clarity over how mental healthcare was to be provided, a lack of 
data on mental healthcare in prisons, and it referred to a prison system under considerable 
pressure due to drastic spending and staff cuts. The report admitted that the Government 
simply does not know how many people in prison have a mental illness, how much it is 
spending on mental health in prisons or whether it is achieving its objectives (National Audit 
Office, 2017b). In 2017 there were 31,328 people in prison who reported having mental 
health issues at any one time. 7,917 people were recorded by the NHS as receiving treatment 
for mental health illnesses in prison in England and Wales in March 2017. This equates to a 
treatment rate of 25%. Furthermore, 40% of prisons did not provide refresher mental health 
awareness training to prison staff (National Audit Office, 2017a). The overall lack of data on 
mental health in the prison system demonstrates the importance of research in this area. This 
study identifies issues relevant to a small, yet significant proportion of the prisoner 
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population in England and Wales, one that is hiding in plain sight, that of the Irish prisoner 
population.  
 
This study 
Since qualitative research is focused on the world of lived experience (Denzin and Lincoln, 
2011), this research considers the term mental health as well as related themes identified, in 
the context of participants’ subjective understanding of these terms, thus adopting a social 
constructionist stance.  37 semi-structured interviews were undertaken with recently released 
(within two years) prisoners in England and Wales as a part of the author’s doctoral research. 
The overall research sample (n=37) was 92% male and 8% female. Ages ranged from 18 to 
over 50, the majority (57 %) being aged between 24 and 40. Interviews were conducted over a 
12-month period, from March 2014 to March 2015. It should be noted at this point that there 
are limitations on this study. For example, it is not reasonable to assume that this small sample 
and the findings ascribed to it are representative of the entire Irish prisoner population in 
England and Wales. Furthermore, while eight Irish Travelers did agree to participate in aspects 
of the wider research project, they were very reluctant to discuss aspects of their mental health. 
This must also be noted as a limitation on the findings of this paper. 
Prior to the commencement of the research, ethical approval was sought and approved by the 
relevant ethics committees at the author’s academic institution. Purposeful sampling was used 
to identify participants. This involves identifying and selecting participants who have good 
knowledge or understanding about an issue or who have experience with the issue being 
researched (Creswell and Plano-Clarke, 2011), in this case the knowledge and experience was 
of imprisonment. The format chosen for this research was that of semi-structured interviews 
with an informant led interview style, which are concerned with “the interviewee’s perceptions 
with a particular situation or context” (Robson, 1995, 231). Non-directive probing questions 
were used to encourage and motivate participants to provide clarifying information without 
influencing their answers. Such an approach is designed to be neutral in order to avoid 
increasing the probability that any specific type of answer is encouraged or discouraged from 
respondents.  
Thematic analysis was used to analyze interview notes (Braun and Clarke, 2006; Caulfield and 
Hill, 2014). This is a six-stage process consisting of the following: familiarization with data; 
generation of codes; searching for themes; reviewing themes; defining and naming themes and 
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producing the research report. Thematic analysis is generally considered to be suitable for 
analyzing any type of qualitative data (Caulfield and Hill, 2014). While the process broadly 
followed the six-stage process, it did not do so in a linear process. Fortunately, the six-stage 
process is flexible as there is no actual standardized approach to carrying out thematic analysis 
(Howitt and Cramer, 2008). 
The first step was to familiarize myself with the data and this was done by reading and re-
reading my interview notes. They were then typed up and again reviewed. Additional notes 
were also taken, as thoughts and ideas developed during the reviews. Coding is “the formal 
representation of analytic thinking” (Maxwell and Rossman, 1999, 155) and this research 
adopted a data and a theory led approach to coding. In order to search for and identify themes, 
a color coding system was used. Codes were ascribed for themes that were theory led and which 
were evident from reviewing the notes. These were essentially themes that participants were 
asked about based on the literature, for example, mental health, addiction, homelessness and 
education. Whenever a particular theme was referred to it was highlighted with its relevant 
color code. In order to search for data led themes, these themes were then grouped into coded 
data streams. These data streams were reviewed which allowed for more themes to be 
identified. For example, under the code for mental health, various themes emerged such as 
depression, paranoia and fear, and loneliness and isolation. These themes were ascribed their 
own new code and copied and pasted into a new document which was dedicated to that 
particular code and the identification of these themes form the basis of this paper. 
Findings 
(1) Depression 
Depression can affect people in different ways and can cause a wide variety of symptoms. 
They range from lasting feelings of unhappiness and hopelessness, to losing interest in the 
things you used to enjoy and feeling very tearful. Many people with depression also have 
symptoms of anxiety. There can be physical symptoms, fatigue, poor sleep patterns, poor 
appetite, low libido, and various aches and pains. Symptoms of depression range from mild – 
perhaps feeling persistently low in spirit - to severe – which can make you feel suicidal. Most 
people experience feelings of stress, unhappiness or anxiety during difficult times. A low 
mood may improve after a short period of time, rather than being a sign of depression (NHS 
webpage on clinical depression, n/d). 
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Depression was a major concern for participants, both prior to and during imprisonment. 
Many noted that although they suffered from depression prior to imprisonment, in most 
cases, imprisonment made it worse, with one stating that he “was not sure where the 
depression came from” and that “the depression crept up on me bit by bit” (Male, aged 35-
39).  This supports the contention that prison exacerbates mental ill-health. Some noted that 
although they may have suffered from depression prior to prison, it was not until they arrived 
in prison that it was diagnosed or they received treatment. One participant stated that while he 
“suffered from depression from my early teens and have had many very low points in my 
life... it wasn’t until I came into prison that this was diagnosed.” (Male, aged 25 - 29). The 
nature and the environment of the prison itself were referred to as being depressing in itself. 
Several participants referred to the environment of prison – the physical place itself – as 
being depressing and having an effect on them. When discussing the relationship between the 
prison environment and depression one participant stated that “you do get down in prison. 
The place just has that about it” (Male, aged 35-39). One participant noted that depression 
was linked with the inherent nature of imprisonment itself, stating “it’s the nature of 
imprisonment. It’s the environment. If you think about it too much it gets to you and you end 
up feeling shit about yourself” (Male, aged 35-39), while another spoke of the surroundings, 
the place and the environment as being “a depressing place” (Male, aged 18-23). Depression 
often resulted in participants in this study engaging in acts of self-harm, or even attempting 
suicide, and the treatment available was considered to be inadequate. One participant spoke 
of the link between his depression and suicide attempt, stating, “I had reached a stage where 
the depression had set in...There was no hope, no light at the end of the tunnel for me. So I 
decided that I had enough and that I was going to kill myself” (Male, aged 50+). 
 
(2) Paranoia and Fear 
A person experiencing paranoia may exhibit certain features. These include thinking other 
people are lying to them or trying to manipulate them, feeling they cannot really trust their 
friends and associates, worrying that any confidential information shared with others will be 
used against them, thinking there are hidden meanings in remarks most would regard as 
innocent or worrying that their spouse or partner is unfaithful despite a lack of evidence. (NHS 
webpage on personality disorder, n/d). 
Paranoia is characterized “by suspicion of others’ motives and self-referent interpretation of 
other people’s intentions and behavior” (Brotherton and Eser, 2015, 1). Paranoia was a concern 
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raised by several participants and it fed into the fear that some felt. Entering prison can be a 
daunting experience (Ratcliffe, 2005) and fear upon arrival into prison may be heightened for 
those who are experiencing it for the first time (Ratcliffe, 2005; Pogrebin and Dodge, 2001). 
For some who have been in prison previously, returning may not be such a fearful event 
(Ratcliffe, 2005; Pogrebin and Dodge, 2001). Some may have developed coping mechanisms, 
and to some extent, having been through it before, will know what to expect (Cooper and 
Livingston, 1995; Rocheleau, 2014). Knowing what to expect may, however, also strike fear 
into the hearts of those who have already been in prison. One participant stated that prison was 
a “harsh environment and in a place where life is not worth much. It’s a place of fear and 
paranoia” (Male, aged 50+), while a female participant felt that experiencing paranoia was 
quite normal for prisoners: “I suffered from paranoia for a while. Like people were out to get 
me. I think that’s pretty normal in prison” (Female, aged 30-34). Participants also linked 
paranoia with feelings of anger and frustration, especially when on lockdown. One participant 
stated that “when you’re on 23-hour lockdown you get paranoid. You get angry and frustrated” 
(Male, aged 18-23). Paranoia was often related to fear of violence and death. One participant 
stated: “I thought everyone had it in for me, that they were all talking about me. If I heard 
someone talking outside the door, I was sure that they were talking about me. There was a fear 
that I was going to be killed. I didn’t know what was happening in my head at all” (Male, aged 
35-39). 
Participants also spoke of the relationship between their paranoia and self- harming. In both of 
these cases participants were highly critical of the treatment that they received. One stated that 
the impact of his paranoia “was lethal. I just broke the bit off my zip, sharpened it and started 
poking my arms. They took me out, bandaged me up and just gave me an aspirin and sent me 
back” (Male, aged 50+). Another participant spoke of a similar experience: “I cut my hands 
really deep about five times. They put me into the hospital part of the prison, stitched me up 
and after a few days I was back on the wing. They said I was alright but I wasn’t alright at all” 
(Male, aged 35-39). Such poor treatment is not surprising as similar findings were recorded by 
Marzano et al (2012) who found that prisoners’ experiences of prison staff responses to 
incidents of self-harm were generally negative.  
(3) Loneliness and isolation 
Loneliness can be defined as “distressful consciousness of an inner distance to other humans 
and thus as a desire for satisfying and meaningful relations” (Lamster et al, 2017, 51). It is a 
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subjective, emotional and cognitive appraisal of a person’s environment. As with paranoia, 
loneliness and isolation were associated with periods of lockdown, which was identified as a 
dangerous time for those experiencing mental ill-health. One participant identified this 
relationship in the following terms: 
“Isolation inside is a big problem. When you’re locked up, alone with no company, sure it’s 
no wonder that some lads who maybe aren’t strong willed breakdown and end up talking to 
imaginary people. This is a very dangerous position to be in…I was on lockdown sometimes 
for 23 hours a day. That shit destroys a person’s mind.” (Male, aged 50+) 
A female participant noted that being alone in prison is often followed by “a lot of loneliness 
and hopelessness” (Female, aged 30-34), while a male participant described being alone in 
prison, with little to do but reflect, can be dangerous. He stated that “you can get caught up in 
negative thoughts and emotions and that can be a bad road to go down (Male, aged 50+). The 
silence associated with isolation was referred to by another participant who also viewed any 
resulting descent into self-examination in a dangerous light. Again, lockdown was referred to 
as a contributing factor to deteriorating mental health: 
“Sitting alone in your cell dwelling on the past can lead you down a bad road. When you’re 
alone at night with your thoughts it’s hard not to think of what you done or what was done to 
you, what you’re missing, and what you lost. Thinking about it can get you in a lot of trouble. 
It can ruin your mind and you get obsessed with it…Some places have you on 23-hour lockdown 
and others have a bit more regular routine...the places on lockdown could drive fellas mad, 
being stuck in your cell all the time looking at the four walls. You’d go crazy after too long. 
It’s inhumane to do this to anyone.” (Male, aged 50+) 
 
Discussion  
Depression, paranoia, fear, and loneliness and isolation can all be viewed as a crisis for the 
individual who is experiencing them. Perhaps more important is how an individual deals with 
these factors – whether they can manage and cope and get through their crisis, or whether the 
crisis gets the better of the individual. When factors such as depression, paranoia, fear, and 
loneliness and isolation come to the fore, and when an individual cannot cope with them, this 
may result in a new crisis, where the individual engages in acts of self-harm or attempts to 
commit suicide.  
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Depression is one of the most common mental illnesses in prison and it is much more 
prevalent in the prisoner population than in the general population (Gusak, 2007; Leigh-Hunt 
and Perry, 2014). Light et al (2013) found that 65% of female and 37% of male prisoners 
suffered from depression (n = 1,435). Leigh-Hunt and Perry (2014) estimated that up to 75% 
of the entire prison population in England and Wales suffer from some level of depression, 
with higher rates in young women, the elderly and remand prisoners. Several participants in 
this study claimed that their depression was a direct contributing factor to committing acts of 
self-harm and attempting suicide. Participants in this study also linked depression with the 
prison environment, and research has found that “mental disorders may develop during 
imprisonment itself as a consequence of prevailing conditions” (World Health Organisation / 
International Committee of the Red Cross, 2005). These conditions “can, and most likely do, 
contribute to poor prisoner mental health” (Armour, 2012, 886). There are many reasons why 
the prison environment, with its rules and regimes, may have a detrimental impact on mental 
health (Birmingham, 2003). Imprisonment separates individuals from their families and 
friends and places them in an environment where stress, boredom and bullying are 
commonplace (Heidari et al, 2014; Offender Health Research Network, 2010; Pogrebin and 
Dodge, 2001). Research has found that long periods of isolation, such as being on lockdown, 
accompanied by minimal mental stimulus, contributed to poor mental health as well as 
feelings of intense anger, frustration and anxiety (Nurse et al, 2003). Overcrowding in prisons 
has been linked with psychological distress and has a significant negative impact on the 
provision of mental healthcare (Evans, 2003; Walmsley, 2005).  
 
The degree of paranoia that was experienced by participants in this research ranged from 
being convinced that other people were talking about them, to a fear of being killed by other 
prisoners or by prison officers. Paranoia was highlighted in prison-based research as one of 
the greatest factors that affect prisoners – the other was boredom (MacGuinness, 2000). It 
was stated that both “breed frustration, and some sort of displacement is needed, if only to 
satisfy psychological needs” (MacGuinness, 2000, 95). Furthermore, this research found that 
the conditions of imprisonment, for example being on lockdown, were associated with a 
sense of paranoia. This should come as no surprise as Haney (2003) has noted that when 
prisoners are deprived of normal human interaction, many suffer from mental health 
problems including anxiety, panic, insomnia, paranoia, aggression and depression. 
Furthermore, inter-prisoner violence is not uncommon, and therefore being paranoid may in 
fact be a survival mechanism that some utilise, whereby a constant fear of violence might 
Page 14 of 26 
 
ensure that they are vigilant and aware of their surroundings at all times. In England and 
Wales there were 22,374 prisoner-on-prisoner assaults in the 12 months to March 2018, up 
16% from the previous year. Of these, 3,081 (14%) were serious assaults, an increase of 9% 
in the number of serious incidents from the previous year and both of these figures are record 
highs (Ministry of Justice, 2018). Paranoia may also be linked to a real issue such as being a 
victim of crime in the past.  
 
Participants in this research cited fear as a major factor upon arrival into prison. This can be 
linked to the fact that prisoners are often at their most distressed on entry to prison, especially 
those who are experiencing prison for the first time (Liebling et al, 2005, as cited in Jacobsen 
et al, 2008). Paranoia has been also linked with fear (Binswanger et al., 2011) and 
vulnerability (Boyd and Gumley, 2007), both of which were reported by participants, and 
boredom, which has also been linked with paranoia (Brotherton and Eser, 2015). Von 
Gemmingan et al (2003) suggest that people who are easily bored have a greater predilection 
towards negative rather than positive effect. They argue that individuals who exhibit mild 
levels of paranoia are prone to experiencing boredom, and a bored mind has been found to be 
“the logical starting point in a pattern that predicted that individuals would be more apt to 
creating stimulating information, fixate on thoughts concerning the self, and be anxious about 
how they are viewed by others” (916). Paranoia has been found to be at its worst when those 
experiencing it are isolated, allowing their “imaginations to run riot” (Boyd and Gumley, 15). 
Research has shown that long isolative periods, such as that time prisoners referred to on 
lockdown, can negatively impact upon mental health, creating feelings of anger, frustration 
and stress (Goomany and Dickinson, 2015). De Veaux (2013, 257) noted that conditions in 
lockdown “can cause such symptoms as perceptual distortions and hallucinations, massive 
free-floating anxiety, acute confusional states, delusional ideas and violent or self-destructive 
outbursts, hyper-responsivity to external stimuli, difficulties with thinking, concentration and 
memory, overt paranoia and panic attacks.” Several participants in this research highlighted 
the links between lockdown and paranoia.  
 
For some, depression and paranoia may have been pre-existing conditions which were not 
identified at prison reception, and for others, they may have developed these conditions for the 
first time after entering prison. This may be linked to the isolation that participants referred to 
experiencing while in prison. Participants linked depression and paranoia with incidents of 
attempted suicide and self-harm. Research on prison suicide has described the hopelessness 
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often caused by depression as being the “single most important predisposing variable in 
prisons/clinical and community samples” (Palmer and Connelly, 2005, 165). When an 
individual loses control over their environment such as during prison lockdown, this can often 
result in feelings of hopelessness, which may result in incidents of suicide and self-harm 
(Palmer and Connelly, 2005). Participants also spoke of the poor treatment they felt they 
received after an incident of self-harm, with several claiming that they were bandaged up and 
returned to their cells. This bears resonance with findings from earlier research where one 
participant stated: “I get no help whatsoever...they bandage me up and put me back in my cell” 
(Marzano et al 2012, 6).  Self-harming and suicide (as well as attempted suicide) can often 
relate to a person feeling socially alienated (Furnivall, 2013; van Orden et al, 2010) and these 
links are well established. Foucault (1988) noted the links between imprisonment and 
alienation stating that “confinement causes alienation” (227). 
One female participant in this research spoke of medicalized prescription based treatment 
being the limit of what was available, and claimed that talking therapies would have been 
more beneficial but were never offered: 
 
“There’s no interest in talking therapy, trying to get to the root of a person’s problem. 
Medication is what they do...All they want to do is keep you medicated instead of looking into 
someone’s problems” (Female, aged 30-34).  
Feelings of loneliness and paranoia are closely related, and research has found that a reduction 
in feelings of loneliness can reduce paranoid thoughts (Gooymany and Dickinson, 2015). 
Lamster et al (2017) have found loneliness to be a potential cause of paranoia,  and  isolation 
and loneliness have also been linked with depression in prison in several studies (Chamberlain, 
2015; DeVeaux, 2013; Harris et al, 2006).  Recalling his experience of imprisonment DeVeaux 
(2013, 267) stated that “Isolation did not help my mental state. More than anything else, I recall 
feeling sad and depressed. I felt caged, alone and helpless.” Foucault (1977) noted that isolation 
was one of the very first principles of imprisonment, whereby prisoners were to be isolated 
from the external world, from the motivations of their offence and from other prisoners. Thus 
“not only must the penalty be individual, but it must also be individualizing” (Foucault, 1977, 
238). Such individualizing was expected to have a transformative effect on the prisoner: 
“Alone in his cell, the convict is handed over to himself; in the silence of his passion and of the 
world that surrounds him, he descends into his conscience, he questions it and feels awakening 
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within the moral feeling that never entirely perishes in the heart of man…the walls are the 
punishment of the crime; the cell confronts the convict with himself; he is forced to listen to his 
conscience” (Foucault, 1977, 238-239).  
However participants in this research questioned the value of such reflection, with several using 
the term “bad road” to describe the emotional and mental journey that such introspection can 
lead a person on. 
Conclusion 
This paper has attempted to shine a light on the experiences of a small, yet significant 
proportion, of the prison population in England and Wales: the Irish prisoner. Anecdotal 
evidence suggests that there may be over 1,000 Irish prisoners in England and Wales and yet 
research on this group is negligible. Coupled with at least 1,500 Irish Travellers, the over 
number of Irish prisoners in England and Wales is likely to be approximately 2,500. This would 
make them the largest foreign national group within the prison system by far. This research 
identified themes of depression, paranoia and fear, and isolation and loneliness as impacting 
upon Irish prisoners in England and Wales. Depression in the prison population is common and 
it may often be related to feelings of paranoia, fear, loneliness and isolation. On its own, it 
might be easy to dismiss levels of depression in the prisoner population as everyone gets a bit 
down sometimes, especially in prison, given the environmental factors which were referred to 
in this paper. However, if depression is combined with feelings of paranoia and isolation, as 
discussed by participants, then this may result in a situation where a person’s view of their 
future is one of hopelessness, and this is a major concern when it comes to self-harming and 
suicide, both of which are increasing in at record levels in prisons across England and Wales. 
All prisoners, irrespective of their nationality, are impacted upon by this.  There is, however, 
no reason to suggest that Irish prisoners in England and Wales suffer disproportionately from 
depression, paranoia and fear, and isolation and loneliness, when compared with the general 
prisoner population. However, the lack of data in this paper from Irish Travelers again needs 
to be acknowledged. Gavin (2019) has found that Irish Travelers suffer from racism, bullying 
and discrimination in the prison system in England and Wales, and such mistreatment is likely 
to have an impact on their mental health. An examination of the mental health of this group 
would be merited in the future. 
While Irish prisoners do make up a significant percentage of the overall foreign national 
prisoners population, they do, by in large, remain a somewhat invisible group within the 
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prisoner population for several reasons. Typical concerns for foreign nationals include 
language, family contact and immigration (Richards et al, 1995). Irish prisoners do not suffer 
to the same extent as other foreign nationals, as there is no language barrier and Irish 
nationals are considered for deportation only in the most exceptional circumstances, and are 
typically treated as a special case in order to reflect the close “historical, community and 
political ties between the United Kingdom and Ireland, and the existence of the common 
travel area” (Harvey, 2007, 209). Maintenance of family ties is a concern for all prisoners, 
not just foreign nationals. Maintaining family contact is a concern for all prisoners, not just 
foreign nationals. It is not unreasonable to assume that if a prisoner’s family is in a foreign 
country it is more difficult to keep in contact with them, than if they are in the same country. 
On that note, it can be said that Irish prisoners whose family are in Ireland do share a 
common experience with foreign national prisoners. It should, however, be noted that there is 
probably a large percentage of Irish prisoners whose families are also living in England and 
Wales and therefore family contact is less of an issue in certain cases. 
Moving forward, more needs to be done for all prisoners with mental health problems, and 
there are various ways in which this could be done. Prisoners who are serving Indeterminate 
Sentences for Public Protection are a group which experiences high levels of anxiety, 
depression and who are at a high risk of self-harming. Approximately 2,100 of these prisoners 
are still serving an indeterminate prison sentence, despite their tariff already having expired. 
They should be released immediately as this could free up mental health resources in the prison 
system which are needed elsewhere. Participants in this research were critical of staff responses 
to mental health issues as well as the availability of treatment. While prison officers receive 
basic training on mental health when hired, recent research has shown that 40% of prisons do 
not offer a refresher mental health training to staff (National Audit Office, 2017a). This should 
be rectified and staff should be continually trained and upskilled in this area. Furthermore, 
since May 2017 all new prison officers receive a four hour training session entitled 
“Introduction to mental health”. More than four hours training may prove useful. 
There is also a growing Mindfulness movement developing worldwide.  A study of a modified 
Mindfulness program offered to 2,000 prisoners in Massachusetts found that 1,350 completed 
the program and reported less hostility, improved self-esteem and better emotional control 
(Samuelson et al, 2007). A similar program was launched on a pilot basis in England and Wales 
using yoga. Participants reported increased positive emotions and reduced stress (Bilderbeck 
et al, 2013). This is something that could be rolled out nationally. 
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Finally, at the time of writing (March 2020) all prisons in England and Wales have gone into a 
state of lockdown as a result of the COVID-19 pandemic. Prisons pose an acute risk of the 
virus spreading at a particularly fast rate, in a process referred to as cluster amplification. 
COVID-19 has been detected in the prison population in England and Wales. Two prisoners 
have died, at least 13 prisoners have tested positive for the virus and 4,000 prison staff are now 
self-isolating (Grierson et al, 2020). The spread of the virus and the reduction in staff numbers 
has resulted in social distancing measures being introduced, the cancellation of association, the 
cancellation of educational and training programs, and a general position of prisoners spending 
a lot more time in their cells. This will surely have an impact on the mental health of the prison 
population. As well as releasing all prisoners who are serving an IPP sentence post-tariff, 
consideration should be given to releasing all prisoners who are serving a prison sentence of 
up to 12 months for non-violent and non-sexual offences as well as older prisoners who pose 
no risk to themselves or others. There are currently over 5,000 prisoners over the age of 60 and 
releasing them would free up a significant amount of space in the prison system and could ease 
the potential spread of COVID-19 throughout the prison estate.  
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